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OZET

Primer tiimér tedavisinden 13 yil sonra gelisen oral fibrosarkomun endobronsiyal metastazi

Endobronsiyal metastazlar nadir gértiliir; bébrek, meme ve kolorektal kanserlerde daha fazladir. Diger bildirilen primer ti-
morler melanom, sarkomlar, uterus, serviks, over, prostat, tiroid, pankreas ve adrenal bezlerdir. Literatiiri gbzden gecirdi-
gimizde sadece bir tane fibrosarkomun endobronsiyal metastazinin (ispanyolca) bildirildigini gérdtk. Primer tiimér teda-
visinden 13 yul sonra lokal rektirrens gelisen oral fibrosarkomun endobronsiyal metastaz: saptanan 56 yasinda kadin has-
tayt bildiriyoruz. Eger gecmiste malignite 6yktisti olan bir hastada bronsiyal tiimérle uyumlu semptomlar varsa, arada 13
yullik bir zaman olsa da, santral hava yolu metastazt olasiliginin akilda tutulmast gerektigini belirtmek istiyoruz. Endob-
ronsiyal metastazlarin bircok varsayilan mekanizmalarindan birisi de oral kanserlerden direkt aspirasyon ve tiimér hiicre-
lerinin implantasyonudur.
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Endobronchial metastasis (EBM) is uncommon and frequently is seen in renal, breast, and colorectal carcinomas. Other re-
ported primary tumors include melanoma, sarcomas, and tumors of the uterine cervix, testis, ovary, prostate, thyroid, panc-
reas, and adrenal glands. With reviewing the literature, we were able to find only one report of EBM from fibrosarcoma (in
Spanish). We described a 56-year-old woman with EBM of oral fibrosarcoma with local recurrence 13 years after treatment
of primary tumor. We conclude that the possibility of central airway metastasis should be kept in mind if patients with a past
history of malignancy present with symptoms consistent with bronchial tumors, even if there are 13 years interval. Of seve-
ral mechanisms EBM, we assume direct aspiration and implantation of tumor cells to bronchus from oral cancer.
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Endobronchial metastasis (EBM) is defined as
documented non-pulmonary neoplasms metas-
tatic to the subsegmental or more proximal
central bronchus, in a bronchoscopically visible
range (1). It is the rarest form of intrathoracic
metastasis from extrathoracic malignancies (2).
The incidence of EBM estimated to be around
2% (3). However, its incidence may be underes-
timated because routine bronchoscopic exami-
nation is not commonly performed in patients
with pulmonary metastasis (1).

Tumors more likely to give EBM are renal, bre-
ast, and colorectal carcinomas. Other reported
malignancies include hepatocellular, ovarian,
thyroid, uterine, testicular, nasopharynx, panc-
reas, prostat and adrenal carcinomas, sarco-
mas, melanomas, plasmacytomas, Wilms tumor
and urinary bladder cancer (2-10). Fibrosarco-
ma is a malignant neoplasm of mesenchymal
origin. It is a very rare malignancy but may oc-
cur anywhere in the body, in any age group and
even as a congenital neoplasm. It arises from
superficial and deep connective tissue (11).

We searched medline for keywords “Endobronchi-
al metastasis” and fibrosarcoma on 19 March
2009. The result was only one report of EBM from
fibrosarcoma in Spanish language in a patient with
neurofibromatosis by Urrutia A et al. (12). With re-
viewing literatures, we were unable to find any ot-
her reported case of EBM from fibrosarcoma.

CASE REPORT

A 56-year-old woman presented to our clinic with
dyspnea, cough and hemoptysis on 27 January
2008. She had past medical history of treatment
for fibrosarcoma in left side of mouth in 1966. Her
chest X-ray taken in another clinic on 10 January
2008 showed total left lung collapse (Figure 1A).

Computerized tomography of chest (on 25 De-
cember 2007) revealed collapse of left lower lobe
(Figure 1B). Physical examination revealed a wo-
man without distress with relatively well conditi-
on. There was a red mass in left side mouth (Fi-
gure 2A). There was no lymphadenopathy. Trac-
hea was deviated to left with decreased breath so-
unds on left hemithorax. Fibroptic bronchoscopy
showed round mass in left main bronchus on Fi-

se, (B) earlier computed tomography scan on reve-
als left lower lobe collapse.
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Figure 2. (A) Tumor in left side of mouth illuminated
with bronchoscope; tumor in left main bronchus ne-
ar view (B) and far view (C).

gure 2B and 2C and biopsy of mass confirmed
fibrosarcoma (Figure 3). Immunohistochemical
staining was positive for vimentin, and negative
for S-100 protein, epithelial membrane antigen,
smoth muscle actin, and chromogranin.

DISCUSSION

We presented a case of oral fibrosarcoma with
EBM 13 years after diagnosis and treatment of
the primary tumor with local recurrence. The ti-
me interval from the diagnosis of primary can-
cer to EBM diagnosis varies greatly. Sgrensen
reported that the mean time from diagnosis of
initial cancer to the diagnosis of EBM was 50
months (range, 0-300 months)(13). However in
some reports EBM were diagnosed before pri-
mary cancer diagnosis (14). It may be bilateral.
Kanzaki et al. reported a case of bilateral EBM in
post-operative synchronous adenocarcinoma of
lung and stomach (15).

bronchus mass shows (A) intact respiratory epithe-
lium with intramural tumor consist of fibroblasts (HE
x400) and (B), immunohistochemical staining with
Vimentine is positive.

Four routes for EBM are suggested by Kiryu et
al. (1):

1. Direct metastasis to the bronchus,
2. Bronchial invasion by a parenchymal lesion,

3. Bronchial invasion by mediastinal or hilar
lymph node metastasis,

4. A peripheral lesion extended along the proxi-
mal bronchus.

The other suggested rout is aspiration of tumor
cells from pharyngeal, tracheal, or other bronchi-
al lesions (16). In our case, it was difficult to de-
termine which mechanism pre-dominated; ho-
wever, we assume that it was caused by direct
aspiration and implantation of tumor cells to
bronchus from mouth.

Eipe and colleagues suspected for direct tumor
implantation into lower airways during anesthe-
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sia in a patient with EBM following tongue can-
cer surgery (17). Were tumor cells implanted
during previous surgery of tumor in mouth?
Maybe, but there were 13 years interval, and it is
not easy to conclude that hypothesis.

In our case the metastatic tumor was localized to
the left main bronchus and lead to total collapse
of left lung which was indistinguishable from pri-
mary bronchogenic carcinoma differential diag-
nosis of EBM is important and is influenced by
an accurate clinical history and bronchoscopic
investigation. These tumors may give rise to
symptoms identical to primary bronchial carci-
noma or carcinoid (8,18). The most frequent
symptoms of EBM are cough, dyspnea and he-
moptysis, however 52% of patients were asymp-
tomatic in a study by lee et al. (19).

The roentgenographic findings in EBM are vari-
able, atelectasis is the most common, followed
by signs of multiple pulmonary nodules, perihi-
lar masses, mediastinal lymphadenopathy or
normal chest X-ray (5). It is in differential diag-
nosis with primary bronchogenic carcinoma and
benign endobronchial vegetations (20,21).

Isolated EBM of fibrosarcoma is rare with only
one case reports to date, we report the second
one. The possibility of central airway metastasis
should be kept in mind if patients with a past
history of malignancy present with symptoms
consistent with bronchial tumors, even if there
are 13 years interval. Of several mechanisms
EBM, we assume direct aspiration and implanta-
tion of tumor cells to bronchus.
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